Everyone in the UK NHS 'knows' that a shorter length of stay (LOS) is a 'good' measure of 'efficiency'. Hence, we benchmark everyone against LOS and castigate the inefficient wasters at the bottom of the ranking.
LOS does, however, greatly depend on the ability to discharge patients into the surrounding non-acute environment which includes hospices, nursing homes, step-down facilities in community hospitals, community nurses supporting in-home care, transfers to specialist hospitals and dedicated rehabilitation facilities. In this case international and national hospital LOS 'efficiency' is a debatable term (Jones 2009 (Jones , 2010 (Jones , 2013 , and most doctors would rightly point out that patients are generally not kept in hospital any longer than is necessary.
In the early 1990's maternity units in the USA came under intense pressure from insurance companies to reduce LOS, on the basis that one extra day cost more, i.e. the cost apportionment fallacy (Jones 2013b) . As a result, LOS reduced very rapidly to the point that mother and baby were exposed to high risk of out-of-hospital complications. In 1996 Congress was forced to pass legislation which stipulated a minimum stay of 48 hours An edited version has been published as : Jones R (2018) Some 41% of all maternity 'overnight' admissions in England are same day stay -see Table  1 for a sample of diagnoses accounting for the most maternity beds. This arises as a quirk of the definition of an 'overnight' admission, within the NHS Data Dictionary, which assigns an overnight classification to anything not an elective day case irrespective of length of stay (NHS Digital 2017). These same day admissions arise from the role of maternity units as an 'assessment unit' for events occurring during pregnancy such as excessive bleeding and other medical complications.
However, the problem arises in that all these same day stay admissions are attributed a zero day stay in the calculation of average LOS (Jones 2017) . To this end Fig. 1 shows the 'official' average LOS for English maternity units and an estimate of the real LOS for those patients who stay overnight. This is achieved by attributing a notional LOS of 0.5 days to the count of all zero day stay admissions which is then added into the numerator. As can be seen the real LOS is about 0.2 days higher than the official figure. Also, that average LOS has not fundamentally changed since 2007/08 and is increasing in recent years.
The key point here is that the real average LOS needs to be used to calculate overnight occupied beds, while an accurate measure of same day LOS, in hours and minutes, needs to be used to calculate the additional beds to accommodate these patients (Tierney and Conroy 2012) .
The national average occupancy margin (calculated at midnight), which excludes same day stay admissions, is therefore a gross underestimate of the true situation. Disastrously undersized maternity units can then be built based on such fallacious figures. As in the USA, the impact of over-enthusiastic reduction in maternity LOS can be discerned in Figure 1 where neonatal admissions per 1,000 births escalates at the point where the real LOS drops below 1.9 days. These have been termed 'boomerang babies' (Sacchetti et al 1997) , and simply shift costs to somewhere else in the system.
In conclusion, average LOS in English maternity units probably needs to revert back to 1.9 days to prevent excessive re-admission of neonates. The use of LOS as a blunt efficiency measure only creates false comparisons and can lead to more harm than good. 
